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Introduction

This document was developed to provide local health departments (LHD) with guidance and
resources specific to public health coding and billing of services rendered. This information was
developed using current program Agreement Addenda, Medicaid bulletins and Clinical
Coverage Policies, and Current Procedural Terminology (CPT) and International Classification of
Diseases or Diagnosis (ICD-10) code books. Although we have made every attempt to provide
comprehensive and correct information, it is still advisable to contact your program consultants
if this information is unclear or if you have specific questions.

General Information

Documentation
1. Documentation within the health record must support the procedures, services, and supplies
coded.

2. Accuracy, completeness, and timely documentation are essential, and agencies should have
a policy that outlines these details. Please refer to the Documentation Guidance from Local
Technical Assistance and Training (LTAT) Branch Head (http://publichealth.nc.gov/Ihd/) for
additional information and guidelines.

3. If there is insufficient documentation to support claims that have already been paid, the
reimbursement will be considered overpayment and a refund will be requested.

Medicaid payment process through NC Tracks: June 2015
Electronic adjustments are the preferred method to report an overpayment or
underpayment to NC Medicaid. There are two separate actions that may be filed:

e A provider should use "void" when the client needs to cancel or submit a refund
for a previously paid claim. The entire claim will be recouped under the void
process.

e A provider should "replace" a claim if the client is updating claim information or
changing incorrectly billed information. This term is interchangeable with
adjusting a claim.

e The entire claim will be recouped and reprocessed under the replacement.

4. CMS guidelines require that the chief complaint/reason for a visit is documented in the
record.
e In most cases it will be a complaint of a symptom but could be “annual Family Planning
(FP) exam” or “Health Check exam”.
e Remember that the client may present on the day of a visit with a different
reason/chief complaint from the one identified when the appointment was made.
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In some cases, the Physician or Advanced Practice Practitioner may change the “chief
complaint” if, during the exam, a significant problem is identified that must be
addressed during the visit.

5. New versus Established client:

A new client is defined as one who has not received any professional services from a
physician/qualified health care professional working in your health department, within
the last three years, for a billable visit.

This includes some level of evaluation and management (E/M) service coded as a
preventive service using 99381-99387 or 99391-99397

Or as an evaluation & management service using 99201-99205 and 99211-99215.

If the client’s only visit to the Health Department is WIC or immunizations without one of
the above service codes

It does not affect the designation of the client as a new client; the client can still be
NEW.

Remember that a client may be new to a program but established to the health
department if they have received any professional services from a physician/qualified
health care professional.

In this case, you would use the forms for a “new” client for that program even though
the client is billed as “established” to the health department.

Due to National Correct Coding Initiative (NCCI) edits the practice of billing a 99211, and
then later billing a new visit code, has been eliminated.

Many LHDs have been billing a 99211 (usually an RN only visit) the first time they see a
client and then, up to 3 years later, bills a 99201 — 99205 or 99381-99387 (New Visit).
Examples may include: billing the 99211 for pregnancy test counseling or head lice
check by RN and then a new visit when the client comes in for their first prenatal, Family
Planning or Child Health visit.

Now that the NCCI edits have been implemented, all of those “new” visits will deny
because the LHD will have told the system (via billing a 99211) that the client is
“established.”

Consult your PHNPDU Nursing Consultant if you have questions.
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6. Shared/split E/M Visits (January 2017 Medicaid Bulletin- pg. 14)

A shared/split Evaluation and Management (E/M) visit is defined as a medically
necessary encounter with a client where the physician and a qualified Non-Physician
Practitioner (NPP) each personally perform a substantive portion of a face-to-face E/M
visit with the same client on the same date of service.

A “substantive portion” of an E/M visit involves all or some portion of the history, exam
or medical decision-making key components of an E/M service.

The physician and the qualified NPP must be in the same group practice or be employed
by the same employer. Note: [NPP includes the terms “mid-level provider”, “Nurse
Practitioner (NP)”, “Physician Assistant (PA)” and Certified Nurse Midwife (CNM) (also
acceptable is APP-Advance Practice Practitioner).

Every party must document the work they performed. The documentation must show a
face-to-face encounter with the physician, in which case the service is billed under the
physician’s National Provider Identifier (NPI).

If there is no face-to-face encounter with the physician, the NPP must bill the service
using the NPP’s National Provider Identifier (NPI).

A notation of “seen and agreed” or “agree with above” would not qualify the situation
as a shared/split visit because these statements do not support a face-to-face contact
with the physician. Only the NPP could bill for the services.

According to the Centers for Medicare & Medicaid Services (CMS), shared/split visits
are applicable for services rendered in the following settings:
o Hospital inpatient or outpatient
o Emergency department
o Hospital observation
o Hospital discharge
o Office or clinic
According to the Centers for Medicare & Medicaid Services (CMS), shared/split visits
are not allowed:
In a skilled nursing facility or nursing facility setting
For consultation services
For critical care services (99291-99292)
For procedures
In a client’s home or domiciliary site

O O O O O

NOTE* Shared/split visits are not considered “incident to” services.
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Billing

1. LHDs bill for services using the NPI of the Physician or Advanced Practice Practitioner who
provided services to the client or for the Medical Director who signed the standing orders for
the nurse to provide the service.

2. Services provided by nurses (including Enhanced Role Registered Nurses) should be billed
using the NPI of the physician who wrote the standing order to provide the examination.

3. Nurses providing services for which they would bill a 99211 should bill that visit under the
Medical Director’s NPl unless there is a specific order from another physician for that client to
support the visit.

4. To be eligible to bill for procedures, products, and services related to this policy, Physician or
Advanced Practice Practitioners shall:
o meet Medicaid or NCHC qualifications for participation;
o be currently Medicaid - enrolled; and
o bill only for procedures, products, and services that are within the scope of their clinical
practice, as defined by the appropriate licensing entity.

5. Place of Service: Local Health Department =71
Home Visit = 12

6. Physician or Advanced Practice Practitioners may not charge for an office visit unless they
are face to face with the client.

o Writing an order in the medical record does not constitute a Physician or Advanced
Practice Practitioner office visit.

o Remember the highest-level Physician or Advanced Practice Practitioner providing
services to the client determines the level of service billed.

o Ifthe RN/ERRN sees the client and then asks the Physician or Advanced Practice
Practitioner to come in and see the client, the visit is billed at the code for the level of
visit done by the Physician or Advanced Practice Practitioner and the LU code would be
for the RN/ERRN contact.

o Ifan RN/ERRN consults with a Physician or Advanced Practice Practitioner during a visit
with a client but the Physician or Advanced Practice Practitioner does not see the client,
it is billed using the code appropriate to the RN/ERRN visit.
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7. Copays:

LHDs should charge Medicaid copay for Adult Health /Primary Care and Adult Dental
and Adult Immunizations only. Other health department programs are exempt from
collecting any Medicaid copay.

For other insurance copays, you would collect the copay on the insurance card IF you
are in-network with the insurance carrier. Otherwise, you are not obligated to do so.

For FP, you may collect the copay or their SFS amount due: whichever is lower (a Title X
requirement). OPA- Title X Program Requirements April 2014,
http://www.hhs.gov/opa/pdfs/ogc-cleared-final-april.pdf section 8.4.6.

LHDs should include specific negotiations in their insurance company contracts. NC
Law prohibits LHDs from charging clients for STI screening services. This includes
collecting insurance copays. We are also prohibited by Family Planning from charging a
client more than they would pay on the sliding fee scale. These items, and others like
them, should be included in the contract between the Health Department and the
insurance company to ensure no out-of-compliance issues with the insurance company

8. Encounter Forms:

All services provided should be indicated on the Encounter Form/Superbill whether
reportable or billable.

All encounter forms should reflect the individual staff member’s identification number
assigned by the health department’s billing system, whether reported or billed, for
statistical purposes.

The Rendering Physician or Advanced Practice Practitioner’s (different then the Billing
Physician or Advanced Practice Practitioner) NPl is the person who provided the service.

o If the person who provided the service was an RN or LPN then we use the NPI of
the physician who wrote the standing order or Medical Director (may be the
same)

o Inaddition to the Billing Physician or Advanced Practice Practitioner NPI, you
must also include the NPI of the health department when billing.

o Health Departments also use the health department’s taxonomy code. NCTracks
requires each LHD to have a health department NPI.

o All Physician or Advanced Practice Practitioners, (except nurses who are not
eligible to obtain an NPI), are required to use their own NPI.

o Every Physician or Advanced Practice Practitioner should get credentialed and
obtain an NPI. Advanced Practice Practitioners do not work under standing
orders.

o Only RN’s and LPN’s work under a physician’s standing order.
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If a procedure or test that is commonly provided as part of a service is not provided
please note "not done" so that billing staff will not think that it was just forgotten.

o The Physician or Advanced Practice Practitioner providing the service is
responsible for marking the encounter form with everything they provided to
the client.

o Correct CPT and ICD codes must be used; make sure that all digits required are
used with the ICD codes.

ICD codes used on the billing form are to justify the CPT codes.

o Remember that the CPT code identifies what you did and the ICD code identifies
why you did it.

o The biller needs to be able to link the ICD code to the respective CPT code which
means the Physician or Advanced Practice Practitioner should mark the
encounter form in such a way that the biller can easily identify the paired ICD
and CPT codes.

o Only one ICD code may be required to justify any CPT code.

o However, there may be multiple ICD codes required to provide detailed
justification of the service(s) provided.

o ICD codes do not affect the amount that is paid for the CPT code; they are used
only to justify the CPT code.

9. Billing Preventive and E/M visits to Medicaid on the same day

Medicaid will not reimburse for same day preventive visits and an E/ M (office) visit for
most programs; however, refer to (exception) in this guidance included in current
Health Check Program Guide.
o When beneficiaries under 21 years of age receiving a preventative screen also
require evaluation and management of a focused complaint.
o Inthis situation, the provider may deliver all medically necessary care and
submit a claim for both the preventative service (CPT 9920x/9921x)
The only additional CPT codes that can be included in the service are CPT codes for
injectable medications or ancillary studies for laboratory or radiology.
o You will need to consult with each insurance carrier for their plan specific billing
rules.
If a client is seen by a Physician or Advanced Practice Practitioner for STl services and an
additional problem on the same day
o Two E/M codes may be billed, however, the -25 modifier must be appended to
the second E/M code.
o This will identify that two “separately identifiable services” were provided by the
same Physician or Advanced Practice Practitioner on the same day and it is not
a duplicate billing.
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e Billing STl services provided by the STI ERRN (Medicaid STI Clinical Service Policy.
Effective 3/30/2016

o The four (4) components of the STl exam do not have to be provided by the
same STI ERRN to bill Medicaid for the provision of the STl service.

o The service can still be split across 2 different days and can be provided by a
different STI ERRN on each day, billing T1002 per unit (equals up to 15 mins) of
care provided.

o STI ERRN- must bill T1002 for Medicaid clients and use 99211 to bill insurance
clients. Some third-party insurance companies will also accept the T1002. Local
Health Departments will need to check with each third-party payer to see how
they would like the LHD to bill them for services.

e Billing STl services provided by the Non- STI ERRN
o May bill insurance using 99211 for STI treatment only visits.
o Non-STI ERRNs may not bill Medicaid for STl treatment only visits
o Non-STI Enhanced Role Nurses providing STl services to Medicaid clients should
use the nonbillable STI visit code LU242 for reporting services provided to the
client since they cannot bill for the services provided.

e TB nurse must bill TB services to Medicaid using T1002 and bill insurance using 99211 or
T1002.

10. Denials for Preventive Medicine Codes Billed with Immunization Administration Services:
(NCTracks Newsletter March 17, 2016)

e Recent system updates resulted in NCCI edit denials (EOB 49270 - NCCI EDIT) of
preventive medicine service codes submitted with EP modifier only and reported in
conjunction with immunization administration service(s). These are correct NCCl edit
denials.

e CMS billing guidelines indicate Physician or Advanced Practice Practitioners may use
modifier 25 with modifier EP or modifier TJ for preventive medicine service codes
(99381 - 99397 and additional screening codes 99406-99409 and 96160) when reported
in conjunction with immunization administrative services (90460-99474).

o Physician or Advanced Practice Practitioners may submit corrected replacement
claims if appropriate.
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e Modifier 25 may be used with other non-preventive medicine E/M services when
reported in conjunction with immunization administration when the E/M service is
significant and separately identifiable.

o Exception: If a vaccine is billed with the same date of service as code 99211,
NCCI edits do not permit the E/M code to be reimbursed.

o CMS has stated that an E/M code should not be billed in addition to the
administration code(s) when the beneficiary presents for vaccine(s) only.

11. Use of NDC identifiers when billing/reporting 340b drugs/devices and
Immunizations: (Excerpt from NC Tracks Bulletin March 29, 2018)

e ALL providers are required to submit the proper NDC that corresponds to the physician
administered LARCs and Vaccines used for administration and corresponding procedure
code as the new pricing is based on a procedure code/NDC match.

e |If the procedure code/NDC combination is not found, the claim line will deny and post
EOB 02047: "RATE NOT FOUND. CONTACT THE M&S HELPDESK AT (1-800-591-1183) or
email at ncpharmacy@mslc.com ."

o Myers and Stauffer (M&S) is the current actuary who maintains these drug prices
for Pharmacy and Professional claims. Please contact Myers and Stauffer with
any questions or concerns; NCTracks will not be able to assist with these issues.

12. A County Health Department may not offer services to Health department employees free
of charge if they charge all other clients, including other county employees.
e The employees and/ or their families should be assessed and charged the same way the
HD charges the general public.
e If county government contracts with the HD to provide an “employee clinic for acute
care and or preventive care” then the HD can work out a contract with the county on
how the county wants to compensate the HD for the care they provide.

13. Will Medicaid pay for more than one preventive medicine code per 356 days? Yes, but only
in certain circumstances.
e The child Medicaid beneficiary (0-up to 21) can get a FP and an EP well child physical
both within 365 days
e An adult Regular Medicaid beneficiary may get a FP and an OB physical, or an
e AH annual assessment and an OB assessment, or an
e AH and a FP physical as long as one of the 2 physical assessments has a modifier.
o There is no modifier for Adult Health annual assessment therefore submission
of two AH physicals within 365 days would cause the last service to reject.
e However, if for some reason a Medicaid client desires a 2" physical in a 365 day time
period that does not fall into the combinations described above then the local health
department may either provide that service at no cost to the individual by discounting
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the service to “0” or they may place the client on the appropriate sliding fee scale based
on income and charge the client.

e Clients with BeSmart Family Planning Medicaid are only eligible for Family Planning
related services and should be screened for eligibility like all clients for other health
department services.

Standing Orders

The only level of E/M service that may be billed by an RN is 99211 since they are not allowed to
be enrolled with Medicaid and do not have NPl numbers. All visits done by RNs are billed under
the NPI of the medical director who signs health department policy/standing orders, writes an
order, or writes a prescription.
e Standing Orders must be in place for a nurse to provide or order medical services such
as ultrasounds or any other procedure/lab tests not previously ordered for the client by
a Physician or Advanced Practice Practitioner Physician or Advanced Practice
Practitioner.
e For more information visit NC BON Standing Orders Position Statement or
www.ncpublichealthnursing.org

Sliding Fee Scale

1. Asliding fee scale can be attached to any program type, except STl and TB. Wherever a
sliding fee scale is used, it must be consistently applied to all clients.

2. Not every program provided by LHDs must include a sliding fee scale (SFS). When a
health department provides Adult Health Primary Care, Other services, it is their choice
to apply a SFS (it is not required).

3. Health Department Dental Clinics are required to apply a SFS but it does not have to
slide to zero.

4. Some DPH programs require that if their monies are used to provide a service, the fee
for that service must slide to zero (e.g. Maternal Health, Family Planning, and Child
Health).

5. Healthy Mothers Healthy Children (HMHC)/Title V (Well Child funding)

Title V policy on applying sliding fee scale: any client whose income is less than the
federal poverty level will not be charged for a service if that service is partly or wholly
supported by Title V funds. For clients having income above the federal poverty level,
the sliding fee scale of the LHD will be used to determine the percent of client
participation in the cost of the service (as per Peter Andersen, (Women’s and Children’s
Health (WCH) Acting Section Chief).
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The guidance regarding Title V funding and sliding Child Health services to zero is as
follows: Any Maternal and Child Health services (even outside of Child Health Clinics)
must use a sliding fee scale that slides to “0” at 100% of the Federal Poverty Level per
the NC Administrative Code — 10A NCAC 43B.0109 Client and Third-Party Fees.

The NC Administrative Code goes beyond the Title V/351 AA requirements, that all child
health services, whether sick or well, no matter where delivered, must be billed on a
sliding fee scale that slides to zero.

Administrative Code: 10A NCAC 43B .0109 CLIENT AND THIRD-PARTY FEES

(1) If alocal provider imposes any charges on clients for maternal and child health

services, such charges:

(a) Will be applied according to a public schedule of charges;

(b) Will not be imposed on low-income individuals or their families;

(c) Will be adjusted to reflect the income, resources, and family size of the
individual receiving the services.

(2) If client fees are charged, providers must make reasonable efforts to collect from
third party payors.

(3) Client and third-party fees collected by the local provider for the provision of
maternal and child health services must be used, upon approval of the program,
to expand, maintain, or enhance these services. No person shall be denied
services because of an inability to pay.

History Note: Authority G.S. 130A-124; Eff. April 1, 1985; Pursuant to G.S. 150B-21.3A,
rule is necessary without substantive public interest Eff. October 3, 2017

Identifying Program Type

General Rule” for Program Type: What brought the client to the Health Department is
the primary reason for that visit.

Clients may present with more than one problem. It is up to the Physician or Advanced
Practice Practitioner to determine which problem is driving the visit and to code it to the
correct program
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Establishing Fees
1. North Carolina law allows a LHD to charge fees for services as long as:

Service fees are based on a plan recommended by the Health Director and
approved by the Board of Health and the County Commissioners, or the
appropriate governing entity;

The health department does not provide the service as an agent of the State (i.e.
Vaccines for Children (VFC) immunizations); and

The fees are not against the law in any way; North Carolina General Statute 130A-
39(g)

2. How do we set fees?

Health Department fees are set based on the cost to provide the service. If you
need assistance with this process, contact your Administrative Consultant.
Documentation of the methodology used for setting fees is a required piece of
evidence for reaccreditation. Include any minutes from meetings held during the
process.

3. A LHD cannot have a “free” service unless law mandates it, this includes pregnancy
testing.

Rather than having a “free” service, LHDs should slide those services to “0”,
keeping in mind they must comply with program rules which are governed by state
and federal guidelines.

4. One rule to consider when setting fees is that “your charge is your charge”

You may not vary your charge by payer source but you may accept a variety of
reimbursements as full payment for that service

You might have a charge of $100 for a service, but accept as full payment: $92
from Medicaid; $85 from a particular industry in your community with whom you
have negotiated a discounted rate; and S0, $20, $40, $60, $80 or $100 from self-
pays, depending on where they fall on the sliding fee scale.)

For exception regarding 340b drugs, please see guidance on page 33.
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5. For all women’s and children’s health services, Administrative Code 15A NCAC 21B .0109
()(2) and (3) may apply:
e If a local Physician or Advanced Practice Practitioner imposes any charges on
clients for maternal and child health services, such charges:
o not be imposed on low-income individuals or their families
o will will be adjusted to reflect the income, resources, and family size of the
individual receiving the services.” (3)
e This means that, in all cases for WCH Programs, the sliding fee scale must be
applied and it must slide to zero ($0.00). Services may not be denied due to an
unwillingness/inability to pay.

6. Charges for the same procedure/test would be the same fee regardless of the Program
type.
e Forexample, an 81025-pregnancy test would have the same fee in Family Planning
(FP), Maternal Health (MH) and Other Services (OS) because it is a standard service
with no variation in the degree of complexity.
e There are a few exceptions to this rule such as contracted rates and programmatic
regulations specific to each program.

7. Situations may exist where LHDs must bill services to Medicaid one way and third-party
insurance a different way.
e Example: STI & TB - LHD may bill a T1002 to Medicaid and some third-party
insurers. Some third-party insurers only accept 99211. Verify with each insurance
carrier which codes they accept.

8. Standard Fee (formerly Flat Fees)- A number of factors influence whether a LHD may apply
a standard to a service provided in the health department:
e the description of the service;
e whether the service is provided to individuals with Medicaid coverage, third party
insurance and/or self-pays;
e whether third-party payers cover the service and how it must be billed;
e the Program in which the service is provided;
e relevant statutes and Administrative Code; and
e the requirements of specific types of funds

9. There should not be 3 different fees/charges for billing 340b medications or devices.
You should follow the guidance below:

e LHDs are required to bill Medicaid the acquisition cost of medication or devices
purchased via the 340b drug program. Therefore, their fee/rate for Medicaid
must be the purchase cost.

e LHDs may charge insurances and self-pay clients at a different fee/rate than
what they charge Medicaid for the same medications or devices purchased via
the 340b drug program.
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e LHDs may choose to charge Medicaid and insurance the acquisition cost of
medications or devices purchased via the 340b drug program.

e However, LHDs (due to Title X funding) are required to slide the fee/rate of the
medication or device on the SFS for all self-pay Family Planning clients.

10. As areminder, Boards of Health, County Commissioners or other governing entities are
required to approve the establishment of all fees and must approve any changes.
Authority may not be conveyed to the Health Department or Health Director to approve
any fees or fee changes.

ICD Coding Resources

o NC DPH/ For Local Health Departments
http://publichealth.nc.gov/Ihd/icd10/training.htm

o 5 Steps:
ICD-10 Quick Start Guide, which is an awesome new FREE resource from our friends
at CMS. This guide can help streamline your implementation plan no matter where
you are in the ICD-10 transition process. (Ctrl + left mouse click to follow hyperlink.)
http://www.cms.gov/Medicare/Coding/ICD10/Downloads/ICD10QuickStartGuide201
50622.pdf

o Forrural and small practices:
http://www.roadto10.org
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Program Specific Guidelines

Child Health (CH)

Health Check Program Guide (HCPG) contains updated information related to Child Health
Services. The guide is available at https://medicaid.ncdhhs.gov/providers/programs-and-
services/medical/wellness-visits-and-diagnostic-and-treatment-services

Published by the NC Division of Health Benefits (DHB), refers to the current Health Check Program
Guide, Periodicity Schedule and Coding Guide as well as foot notes for guidance regarding
comprehensive history, physical assessment, vision screening, hearing screening, nutrition
assessment, anemia risk assessment, newborn metabolic/sickle cell screening, TB risk
assessment, sexually transmitted infections/diseases, anticipatory guidance, referral/follow-
up/plan of care.

Please contact your Child Health Nurse Consultant for specific questions about Child Health
Services

Child Health Periodic and Inter-periodic visits (well child/preventive health care) and sick visits
(primary care) are all coded to Child Health (CH) program type in Health Services Analysis (HSA)
regardless of payor source.

1. Problem-focused sick visits can now be provided on the same day as a well child/preventive
care.
o A 25 modifier must be used for the sick problem focused visit to indicate it is a separate
billable service on the same date of service as the well child/preventive health care visit.

o Provider documentation must support billing of both services and providers must create
separate notes for each service rendered to document medical necessity.

2. The EP modifier must be used for most components of the Periodic and Inter-periodic well
visits when the payor source is Medicaid. EP modifier is an abbreviation for EPSDT, (Early
Periodic Screening, Diagnosis, & Treatment) which is administered by Medicaid to provide
services to beneficiaries under age 21.

3. ltis allowable to append the EP modifier for all payor sources except Health Choice to be
consistent and avoid confusion for staff even though it is not required for third party insurance.
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4. Health Choice requires the TJ modifier to be appended for most components of the Periodic
and Inter-periodic well visits.

o Do not use TJ modifier when billing Medicaid for Family Planning services rendered to
Health Choice covered children. This issue has now been corrected by NC Tracks and
you should receive the correct reimbursement.

o The EP modifier must be included on most of the components for the periodic and inter-
periodic visit types including:
e immunization administration, (but not vaccine product codes)
e vision,
e hearing,
e maternal postpartum depression screening
e developmental screenings
e autism screenings
e screening for emotional/behavioral problems
e screening for adolescent health risks
e Other screening-related services for adolescents (i.e., smoking and tobacco
cessation counseling, alcohol and/or substance abuse structured screening and
brief intervention services)

o EP is a required modifier for these Health Check claim details but not to be used with
laboratory services and vaccine products (except point of care lead analyzer testing).
NOTE: See the HCPG for a list of all components required in order to bill periodic or
inter-periodic services. Please be sure to enter all reportable services when a Health
Check visit occurs.

5. Well child/preventive services as well as E/M problem/sick (primary care) visit codes and other
related services provided at those visits. The sliding fee schedule must be applied to any services
coded to CH Program Type.

Please be sure to enter all reportable services under program CH when a Child Health visit

occurs. The HC Program Type was retired on April 1, 2016 due to the HC Program Type only
recognizing ICD-9 Codes.
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6. Completion of Forms:
o The CPT code 99080 may be able to be reimbursed when Physicians or Advanced Practice
Practitioners complete a form for administrative purposes such as for sports physical or a
school health assessment.

o Ifaformis presented during the visit for completion, it should be considered a part of the
visit and the client would not be charged for completion of the form. In this case, the CPT
code 99080 would be “reported” and the client would not be charged.

o Ifthe form is brought in later for completion, agencies could charge for the service using
the CPT code 99080. Since most insurance companies will not pay this code, agencies
need to inform clients that this is a non-covered service, and they may be responsible for
the charge. This code is not reimbursable by Medicaid.

7. Laboratory services:
o Medicaid will not reimburse separately for routine Ilaboratory tests
(Hemoglobin/Hematocrit and TB skin test) when performed during a Health Check early
periodic screening visit.

o Other laboratory tests, including, but not limited to, blood lead screening, dyslipidemia
screening, pregnancy testing, urinalysis, and sexually transmitted disease screening for
sexually active youth, may be performed and billed when medically necessary.
http://dma.ncdhhs.gov/medicaid/get-started/find-programs-and-services/health-check-
and-epsdt. There must be documented symptoms or identified risks (based on history or
physical exam) to bill for any additional labs (as part of a Periodic or Inter-periodic well
child/preventive visit or as part of a sick/problem visit that may be provided on the same
day as a preventive service).

o It must be supported with an appropriate ICD-10 code to explain why the service is being
provided/requested, and the appropriate CPT code for the laboratory service must also
be included.

8. Same Day Health Check Wellness Visits and Sick Child (E/M) Encounters:

o When Medicaid beneficiaries under 21 years of age receiving a Periodic or Inter-periodic
visit also require evaluation and management of a problem focused complaint, the
Physician or Advanced Practice Practitioner may deliver all medically necessary care and
submit a claim for both the preventive service (CPT 9938x / 9939x) and the appropriate
level of E/M service (CPT 9920x/9921x).

o However, another option is to have the CHERRN document and bill for the well
child/preventive visit if the CHERRN can complete the full well visit with all components
and the Physician or APP complete a separate note for the sick visit and bill for that sick
visit.
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o Beginning with services rendered after July 1, 2016, the Physician or Advanced Practice
Practitioner need not submit additional documentation of medical necessity to the fiscal
agent to reprocess a claim for the service rendered to treat the focused problem.

o All requirements in this section regarding documentation of the additional, focused
service must be adhered to by the Physician or Advanced Practice Practitioner.

o The E/M service must report only the additional time required above and beyond
the completion of the Periodic or Inter-periodic well visit to address the focused
complaint.

o The Physician or Advanced Practice Practitioner’s electronic signature on the claim
is the attestation of the medical necessity of both services if the Physician or AAP
provides both services.

o However, if the CHERRN can complete the well child visit the Physician or APP
needs to just sign for the sick visit completed on that same day.

9. Requirements for providing Preventive and Problem-Focused E/M Visits on the same day
o Provider documentation must support billing of both services. CHERRN and/or Physician
or Advanced Practice Practitioners must create separate notes for each service rendered
to document medical necessity.

o Indeciding on appropriate E/M level of service rendered, only activity performed “above
and beyond” that already performed during the Health Check wellness visit is to be used
to calculate the additional level of E/M service. If any portion of the history or exam was
performed to satisfy the preventive service, that same portion of work should not be used
to calculate the additional level of E/M service.

o All elements supporting the additional E/M service must be apparent to an outside
reader/reviewer.

o The note documenting the focused (E/M) encounter should contain a separate history of
present illness (HPI) paragraph and additional review of systems paragraph that clearly
describes the specific condition requiring evaluation and management.

o The documentation must clearly list in the assessment the acute/chronic condition(s)
being managed at the time of the encounter.

o If the provider creates one document for both services, he or she must clearly delineate

the problem-oriented history, exam, and decision making from those of the preventative
service.
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o Modifier 25 must be appended to the appropriate E/M code. Modifier 25 indicates that
the client’s condition required a significant, separately identifiable E/M service above and
beyond the other service provided.

10. Screenings

o Developmental screening:

In NC, developmental screenings are to be done at 6 month, 12 month, 18
month or 24 months and ages 3, 4, and 5 years visits using the ASQ-3,PEDS or
other AAP recommended developmental screening tool which can be found
at: Bright Futures Developmental Screening Tools

Physician, CHEERN or Advanced Practice Practitioners should bill and report
CPT code 96110 and EP modifier;

CPT code 96110 can now be billed up to a maximum of two units per visit for
children 5 years of age and younger; aadditional revenue is generated when
completed, documented appropriately in the medical record and billed.

o Screening for Autism Spectrum Disorders:

Screening for autism spectrum disorders is required at 18 and 24 months of
age using a validated screening tool,

AAP recommended tools for screening for autism can be found at: Bright
Futures Developmental Screening Tools

M-CHAT and M-CHAT Revised with Follow-Up (M-CHAT R/F is preferred) are
the most commonly used validated screening tools used to identify children
who are at risk for autism spectrum disorders and can be used for children
between 16 and 30 months of age (which allows for catch up of screening if
the 18 or 24-month visit is missed)

Providers may screen for developmental risk at ages greater than 30 months
when the provider or caregiver has concerns about the child. The structured
screening tool should be validated for the child’s chronological age.
o One example of the screening tool that can be used for ages greater
than 30 months of age is the Screening Tool for Autism in Toddlers
and Young Children (STAT).

Physician, CHEERN or Advanced Practice Practitioners will bill CPT code
96110 and EP modifier; additional revenue is generated when completed
documented appropriately in the medical record and billed;
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o Screening for Caregivers for Maternal Postpartum Depression During a Child Health Visit:

The American Academy of Pediatrics (AAP) recommends maternal
postpartum depression screening at the 1, 2, 4, and 6-month well visits. The
Centers for Medicaid and Medicare Services (CMS) directs use of CPT code
96161 (Health Hazard Appraisal), one (1) unit per administration, with EP
modifier when billing for this service.

Examples of brief screening tools include the Edinburgh Postnatal Depression
Scale, Patient Health Questionnaire 2 (PHQ-2), or Patient Health
Questionnaire 9 (PHQ-9). More information can be found at:
https://brightfutures.aap.org/materials-and-tools/tool-and-resource-
kit/Pages/Developmental-Behavioral-Psychosocial-Screening-and-
Assessment-Forms.aspx

Billing providers should use CPT code 96161: administration of caregiver-
focused health risk assessment instrument (e.g., ‘health hazard appraisal’),
for benefit of the patient, with scoring and documentation per standardized
instrument. The Centers for Medicaid and Medicare Services (CMS) directs
use of CPT code 96161 (Health Hazard Appraisal), one (1) unit per
administration, with EP modifier when billing for this service.

In addition, when CPT 96161 is billed with CPT code 96127, modifier 59 must
be added to the EP modifier combination table, and the EP modifier to the
modifier 59 combination table.

North Carolina Medicaid will reimburse providers for up to 4 maternal
depression risk screens administered to mothers during the infant’s first year
postpartum.

Resources for providers include:

o CCNC guidance document about maternal depression screening
available at: https://www.communitycarenc.org/pediatric-essentials/

o There is also great information and resources from the AAP at the
Screening Technical Assistance and Resource (STAR) Center about
maternal depression screening as well as around screening for social
determinants of health and social emotional and developmental
screening at: https://www.aap.org/en-us/advocacy-and-policy/aap-
health-initiatives/Screening/Pages/default.aspx
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More detailed information can be found at the most current Health Check
Program Guide on the Wellness Visits, and Diagnostic and Treatment
Services at: https://medicaid.ncdhhs.gov/providers/programs-and-
services/medical/wellness-visits-and-diagnostic-and-treatment-services

o Screening for Emotional/Behavioral Health Risks:

CPT code 96127 should be used to report the administration of a structured
screen for emotional and behavioral health risks on the client, including
ADHD (i.e., Vanderbilt), depression (i.e., PHQ-2, PHQ-9, Client Health
Questionnaire Modified for Adolescents), suicidal risk, anxiety (i.e., SCARED),
substance abuse (brief screen only), and eating disorders when their use is
indicated by guidelines of clinical best practice and surveillance.

Medicaid will reimburse providers for CPT Code 96127 to a maximum of two
units per visit. The EP modifier should always accompany the code when a
Medicaid beneficiary under 21 years old receives an emotional/behavioral
health screen in a preventative service, sick child or E/M encounter.

The ASQ:SE-2 can be used to screen for emotional/behavioral risks for infants
and young children and must be billed using CPT code 96127.

The Pediatric Symptom Checklist (PSC) or Pediatric Symptom Checklist for
Youth (PSC-Y) can be used to screen for emotional/behavioral risks for school
age children and adolescents. A Physician, CHEERN or Advanced Practice
Practitioner can decide that using a PSC or Y-PSC would be beneficial to
further assess positive risk factors that were identified in the HEEADSSS. CPT
code 96127 must be used to bill for the PSC or PSC-Y.

If the PHQ-2 or PHQ-9 is used to screen the client for an
emotional/behavioral health risk (not the caregiver) then the 96127 CPT code
should be used

Physician or Advanced Practice Practitioners will bill CPT code 96127 and EP
modifier to a maximum of two units per visit; if completed and billed this can
generate additional revenue;

When CPT 96161 is billed with CPT code 96127, modifier 59 must be added
to the EP modifier combination table, and the EP modifier to the 59 modifier
combination table.
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e Brief screens should be used only to identify risk for presence of an
emotional/behavioral problem. The use of a brief screen to assess or change
an already diagnosed mental health condition or illness is not supported or
recommended by CPT, AAP or CMS.

e The AAP recommends the following table with examples of validated
emotional/behavioral risk tools: https://www.aap.org/en-use/advocacy-and-
policy/aap-health-initiatives/Mental-

Health/Documents/MH ScreeningChart.pdf

e Q&A from March Coding & Billing Guidance Document update:
Q. Does Health Choice require the provider to use the TJ modifier for a
well child visit as HCPG requires for the EP modifier?
o Per guidance received from NC DMA, Health Choice would require the
use of a T) modifier in the place of when the EP Modifier is used.

o Perthe HCPG, when CPT code 96160/EP or 96161/EP are billed with
CPT Code 96127/EP, modifier 59 must be appended to
96160/96161.Would the same hold true for Health Choice, except the
provider would use the TJ Modifier?

o Per guidance received from NC DMA, Health Choice would require the
use of the TJ modifier in the place of when the EP Modifier is used as
well as appending the modifier 59 when CPT Code 96160 or 96161 are
billed with CPT Code 96127.

o Screening for Adolescent Health Risks:
o HEEADSSS Adolescent Health Risk Assessment:
e The HEEADSSS is part of the Bright Futures tools and must be used for
adolescents starting at age 11 years and up to age 21 years of age

e The pre-visit questionnaire is not the HEEADSSS but should be reviewed to
identify risks and determine clarifying questions to be asked as part of the
HEEADSSS

e Providers administering the HEEADSSSS must use CPT code 96160 which is
administration of client-focused health risk assessment instrument (e.g.,
‘health hazard appraisal’), with scoring and documentation per standardized
instrument
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For health risk screens in adolescents (youth aged 11 years and older) CPT
Code 96160 (Health Risk Assessment) may be reported when conducting a
health risk screen for an adolescent.

* Medicaid reimburses providers for CPT code 96160 to a limit of 1 unit.
The EP modifier must append the code when a Medicaid beneficiary
ages 11 — 20 years old receives a health risk screen in a preventative
service or E/M encounter.

CPT Code 96160 may not be used to claim a stand-alone administration of a
CRAFFT (CPT Code 96127) brief screen.

Refer to the current HCPG for examples of other scientifically validated
screening tools for adolescent health risk.

When 96160 is billed with CPT code 96127: modifier 59 must be added to the
EP modifier combination table, and the EP modifier to the 59-modifier
combination table

o Alcohol and Substance Abuse Screening and Brief Intervention (i.e., CRAFFT):

The CRAFFT is a validated screening tool and is part of the Bright Futures
tools.

Physician, CHEERN or Advanced Practice Practitioners would use the CRAFFT
screening tool if any positive risk factors for alcohol/substance abuse were
identified in the HEEADSSS screening tool or in any other way during the visit.

CHERRN’s can also bill this code but ideally should have received training in
brief intervention and counseling related to alcohol and substance use.

The Physician or Advanced Practice Practitioner will bill CPT Code 99408 plus
EP and 25 modifiers for a CRAFFT with 2-positive risk factors for alcohol
and/or substance (other than tobacco) abuse structured abuse screening and
brief intervention services/referral; 15-30 minutes;

The Physician or Advanced Practice Provider will bill CPT Code 99409 plus EP
and 25 modifiers for a CRAFFT with 2 positive risk factors for alcohol and/or
substance (other than tobacco) abuse structured screening and brief
intervention services/referral; greater than 30 minutes.
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e The Physician, CHEERN or Advanced Practice Practitioner should not bill for
the CRAFFT using the CPT code 99408 if there is less than a score of 2 (i.e.
Score of 0 or 1) which would require minimal or no counseling.

o Inthis case, the CPT code 96127 would be used.

e Providers may bill 99408 or 99409 codes (with 25 and EP modifiers) only
when alcohol and/or substance abuse screening is done, AND counseling is
provided directly to the beneficiary

e As with any screen, the provider must document the screening tool used
(i.e., CRAFFT), the results of the screening tool (score), the discussion with
parents, and any referrals made.

11. Immunizations
o All necessary immunizations must be administered by the billing provider delivering the
Health Check periodic or inter-periodic Well Child care exam.
e The immunization portion of the well child visit may not be referred to another
provider, i.e. a private practice.

e Itis not appropriate for a Well Child Care Visit to be provided in one location,
and child referred to another location for immunizations.

e In addition, other pediatric practices who are providing well child visits to
Medicaid clients should not be deferring immunizations during well visits in their
practice and referring these children to local health departments for their
immunizations.

o The most current Recommended Immunization Schedules for Persons Aged 0 through 18:
United States, approved by the Advisory Committee on Immunization Practices (ACIP),
American Academy of Pediatrics (AAP), and the American Academy of Family Physicians
(AAFP) may be found at: http://www.cdc.gov/vaccines/schedules/index.html

o Documentation for immunizations in the record may include:
e Paper chart: Include a copy of updated NCIR printout

e EHR: Note immunizations reviewed and up to date, or immunizations reviewed
and needed, and reference NCIR
o Example: Immunizations reviewed, needs 6-month vaccines,
see NCIR
e If required immunizations are not given, the reason must be documented and a
plan to administer vaccines as soon as possible must be noted in the record.
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e Children with medical and religious exemptions should have documentation in
the chart

e When an immunization administration accompanies a preventive service visit, the
preventive service CPT (9938x / 9939x) must appear with a ‘25’ modifier on the
claim form. Without modifier ‘25’, these coding combinations will cause the claim
to deny per CCl edit;

e Must use ICD 10 CPT code Z.23 as one of the diagnosis codes.

12. Smoking and Tobacco Use Cessation and Counseling:
o The Physician, CHEERN or Advanced Practice Practitioner can bill CPT code 99406 and use
the EP and 25 modifiers if at least 3-10 minutes of counseling has been provided to the
client.

o The Physician or Advanced Practice Practitioner can bill CPT code 99407 and EP and 25
modifiers if greater than 10 minutes of more intensive counseling has been provided to
the client.

o Providers may bill the 99406 or 99407 codes (with 25 and EP modifiers during well visits)
only when counseling is provided directly to the beneficiary. Counseling cannot be billed
if provided to the parent/guardian instead of the client. EERNs must document receipt of
training using the 5A’s or CEASE.

e Providers should always include documentation in the beneficiary’s medical
record noting the intervention (i.e., 5A’s), client response (i.e., contemplating
quitting) and status, follow up plan and referrals (i.e., referral to NC Quit Line)

13. Dental Screenings:

o Anoral screening must be performed at every Health Check well child visit.

o Inaddition, assessing for a dental home should occur at the 12-month and 18-month
through 6-year visits.

o If nodental home is identified, perform a risk assessment and refer to a dental home.
Per the AAPD, a dental home should be established no later than 12 months of age.
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o If nodental home is identified by age 3, the PCP/Pediatrician must refer the child to a
dentist for future dental care.

A referral must be done for any older child or adolescent that does not have a
dental home.

An oral screening performed during a physical assessment is not a substitute for
an examination by a dentist that results from a direct referral. The initial dental
referral must be provided unless it is known that the child already has a dental
home.

o LHDs use Bright Futures questions that ask about presence of a dental home and oral
health risk factors earlier than age 3 years.

o When any screening indicates a need for dental services, referrals must be made (are
required) for needed dental services and documented in the child’s medical record OR
an explanation for why a referral to a dentist is not able to be made and a plan of care
to address any acute issues.

For example, when a family of a child at 1 year of age is asked about the
presence of a dental home, and the family responds that the child does not have
a dental home, the provider must make a referral or indicate why a referral
cannot be made to a dental home (i.e., no dental providers in the area will see
the client).

The initial dental referral must be provided unless it is known that the child
already has a dental home. An oral health risk assessment is recommended for
all young children at well visits until age 3 ¥ years.

Oral risk screening tools include either the NC Priority Oral Risk and Referral Tool
(PORRT) or the Bright Futures Oral Health Risk Tool. When any screening
indicates a need for dental services at an early age, referrals must be made for
needed dental services and documented in the child’s medical record.

The NC Oral Health periodicity schedule for dental examinations is a separate
and independent schedule for regular dental care for children.
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Note: Physician or Advanced Practice Practitioners who perform a Health Check screening
assessment and dental varnishing may bill for both services.

Application of dental varnishing is not a required Health Check Well Child visit component.

For billing codes and guidelines, refer to Clinical Coverage Policy # 1A-23, Physician Fluoride
Varnish Services, on DMA’s website at: https://ncdma.s3.amazonaws.com/s3fs-
public/documents/files/1A23.pdf

14. Additional Billing Guidelines:

o

Providers must indicate referrals using Z00.121 “Encounter for routine child health
examination with abnormal findings,” along with the diagnosis code attributed to
the finding to ensure proper tracking of referrals.

Capillary blood draws are considered incidental to Health Check Early Periodic
Screening and should not be billed.

CPT Code for Venous Blood Draws: Report 36415 for Venous blood draw when an
external laboratory analysis is required. Capillary blood draws are considered
incidental to the Health Check well child visit.

Report CPT 96161 for Maternal Depression Screens/First Year of Life administered to
caregiver for benefit of infant and CPG 96160 for Adolescent Risk Screens. When
billing CPT code 96160 and/or CPT code 96161 with CPT 96127, please add modifier
59 to the EP modifier combination table and the EP modifier to the 59 modifier
combination table.

Refer to the current Health Check Program Guide Periodicity Schedule and Coding
Guide and foot notes for additional guidance

15. How to bill when Child Health and Family Planning services interface:

If the reason for visit is for a well child exam but the client presents also wanting FP services,
the visit is billed as follows:

o Bill the Well Child Exam along with all required components under the CH
program type. The CH portion of the visit would be documented using the CH
templates whether in EHR or paper format.

O REPORT all the FP portions of the visit, assuring that all required FP components

have been completed. The FP portion of the visit would be documented using
the FP templates whether in EHR or paper format.
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O To offer 340B medications, the visit must be documented separately so that it is

(@]

clear a FP visit has been made therefore establishing the client in FP.

Document using a separate encounter form.

If the reason for visit is for FP services but the client is also in need of their CH visit, the visit is
billed as follows:

o

REPORT the Well Child Exam along with all required components under the CH
program type. The CH portion of the visit would be documented using the CH
templates whether in EHR or paper format.

Bill all the FP portions of the visit, assuring that all required FP components have
been completed.
o The FP portion of the visit would be documented using the FP templates
whether in EHR or paper format.

To offer 340B medications, the visit must be documented separately so that it is
clear a FP visit has been made therefore establishing the client in FP.

Document using a separate encounter form.

16. General Reminders

O 3408 drug eligibility requires that the client be a registered FP client.

o Ifaclientis seen for FP services, all the assessments and education are completed and
separately documented (separate from the CH documentation) and an encounter
reflects that the client received FP services, then the client should be able to receive
340B drugs, even if the encounter is entered as “report only.”

o Assure all CH service components are provided.

o DO NOT try to document both visits on the same program template. Neither the CH or
FP templates are structured to comply with both program requirements.
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o The following information must be shared related to the provision of family
planning services during a Health Check or Child Health visit:
e General information that includes the health benefits of abstinence, and the
risks and benefits of all contraceptive options;

e Specific information related to the adolescent’s contraceptive choice including
effective use, benefits, and efficacy of the method, and possible side effects or
complications;

e Benefits of dual-method use (for example, condoms for STI prevention and a
second method of contraception);

e How to discontinue the method selected and information on backup methods
and emergency contraception;

e Emergency 24-hour number and location where emergency services can be
obtained;

e At subsequent visits, review this information with the recipient.

16. HMHC/Title V (Child Health funding)

o Title V policy on applying sliding fee scale:
e Any client whose income is at or less than 100% of the federal poverty level will
not be charged for a service if that service is partly or wholly supported by Title V
funds.

e For clients having income above the federal poverty level, the sliding fee scale of
the LHD will be used to determine the percent of client participation in the cost
of the service.

e This means that all services for children MUST slide using the appropriate SFS.

e Any Maternal and Child Health services (even outside of Child Health Clinics)
must use a sliding fee scale that slides to “0” at 100% of the Federal Poverty
Level per the NC Administrative Code — 10A NCAC 43B.0109 Client and Third-
Party Fees.
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e The NC Administrative Code goes beyond the Title V/351 AA requirements, that
all child health services, whether sick or well, no matter where delivered, must
be billed on a sliding fee scale that slides to zero.

17. Guidance Related to NC Administrative Code: 10A NCAC 43B .0109 CLIENT AND THIRD-
PARTY FEES

1. If alocal provider imposes any charges on clients for maternal and child health
services, such charges:
a. Will be applied according to a public schedule of charges;
b. Will not be imposed on low-income individuals or their families;
c. Will be adjusted to reflect the income, resources, and family size of the
individual receiving the services.

2. |Ifclient fees are charged, providers must make reasonable efforts to collect from
third party payors.

3. Client and third-party fees collected by the local provider for the provision of
maternal and child health services must be used, upon approval of the program,
to expand, maintain, or enhance these services. No person shall be denied
services because of an inability to pay.

4. For more information: http://reports.oah.state.nc.us/ncac/title%2010a%20-
%20health%20and%20human%20services/chapter%2043%20-
%20personal%20health/subchapter%20b/10a%20ncac%2043b%20.0109.pdf

18. Billing Sports Physicals-Please see Memo from Phyllis Rocco (4/19/17) on NC DPH website

For additional program guidance, please contact your Regional Child Health Consultant or visit
the program website at http://www2.ncdhhs.gov/dph/wch/aboutus/childrenyouth.htm

19. Health Choice:
o The North Carolina Health Choice (NCHC) Health Insurance Program for Children is a
comprehensive health coverage program for low-income children.

o ltis not Medicaid. The goal of the NCHC Program is to reduce the number of uninsured
children in the State.

o If a family makes too much money to qualify for Medicaid, but too little to afford third
party or employer-sponsored health insurance, they may qualify for NCHC.

o When billing NCHC, you should follow your procedures for billing third-party insurance
programs. Health Choice claims must be billed using the TJ modifier.
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